Abstract Adverse psychological consequences of screening mammography are well-documented for women who receive a false positive result. However, little is known about ethnic differences. To address this gap, we examine distress associated with an abnormal mammogram (results-related distress) and perceived lifetime risk of breast cancer (perceived risk) among Latinas and non-Latina White (NLW) women 3 months after receipt of a false positive result. A sample of 28 Latina and 27 NLW women who received an initial abnormal mammogram result and later, a definitive non-cancer diagnosis were recruited for this descriptive, longitudinal study. Women were interviewed twice: within 30 days and 3 months after a false positive result. Questionnaires included standard sociodemographic questions, the Impact of Events ScaleRevised, and two perceived breast cancer risk items. All participants experienced decreased distress 3 months after the initial results. Latinas experienced higher levels of distress, F(1,45) = 4.58, p = 0.04, and had a significant increase in perceived breast cancer risk over time, F(1,45) = 3.99, p = 0.05. Larger population-based studies are necessary to confirm ethnic differences in mental health consequences of false positive results. Given cultural emphases concerning respect for authority figures, healthcare professionals may be particularly helpful in working with Latinas to mitigate distress and clarify accurate perceptions of breast cancer risk through evidence-based practice.
Introduction
Despite ongoing controversies regarding age to initiate mammography use and high rates of indolent breast cancer diagnoses [1] [2] [3] [4] [5] , mammography remains the most evidence-based screening tool for breast cancer [6, 7] . Simultaneously, false positive results are an important, common public health problem economically and psychologically [8] [9] [10] [11] [12] [13] . False positive results comprise approximately 11 % of screening mammogram results [9, 10] . Women's cumulative risk of receiving a false positive result can equal 43-49 % over the span of 9-10 years [14] or even greater [15] . In addition to immediate adverse psychological consequences [11] , a false positive mammogram result can have lasting effects after a definitive non-cancer diagnosis, including overestimated perceived risk of breast cancer and elevated distress associated with the experience [16] [17] [18] [19] [20] .
Elevated levels of adverse breast cancer-specific psychological outcomes after a false positive screening result are important to address. First, false positive results appear to be more strongly associated with breast cancer-specific measures of distress than general measures of mental health. For example, a recent meta-analysis documented a pooled effect size of a false positive result to be 0.22 (95 % confidence interval (CI) = 0.18-0.27) for breast cancer-specific anxiety and 0.03 (95 % CI = 0.00-0.07) for general anxiety [16] . The long-term impacts of false positive results for well-being also appear to be stronger for breast cancer-specific psychological consequences, lasting as long as 3 years after receipt of a definitive non-cancer diagnosis [12, 13, 19] . Second, receipt of false mammography has been associated with greater nonrecommended early breast cancer detection behaviors, including breast self-exams [8, 16] , potentially due to elevated breast cancer-specific adverse psychological consequences. Finally, receipt of a false positive result also appears to affect utilization of screening mammography, including under-, and overutilization in different European and North American subpopulations [12, 16, [21] [22] [23] [24] .
While previous research has documented if and how breast cancer-specific and general adverse psychological consequences change by time [16] [17] [18] , the majority of studies has focused on the abnormal mammogram experiences of non-Latina White women (NLW). Little work has assessed racial/ethnic differences. Such information is warranted, given the large body of literature documenting greater adverse psychological consequences and wellbeing for Latina women who are diagnosed with breast cancer relative to NLWs [25] [26] [27] [28] . In response to this gap, we recently examined ethnic differences in breast cancerspecific adverse consequences within 30 days of receiving an abnormal mammogram result among NLW and Latinas [29, 30] . Latinas appeared to experience worse breast cancer-specific distress relative to NLW counterparts [29, 30] . Our previous research included a significant proportion of Latina and NLW women who had not received a definitive diagnosis.
The current study adds to our and others' previous work by assessing ethnic differences among women who have received a definitive non-cancer diagnosis. We hypothesize that Latinas with false positive results may experience worse distress associated with an abnormal mammogram experience (results-related distress) and perceived lifetime risk of breast cancer (perceived risk) relative to NLW counterparts. Notably, this is in contrast to research documenting positive general mental health outcomes among Latinos and unacculturated immigrants of Mexican descent in particular [31] . Our postulations do however align with theory and evidence regarding disparities in mental health among Latina and NLW breast cancer patients and survivors [32] . Indeed, our hypotheses are rooted in psychological social stress models and multilevel public health theories [32] [33] [34] [35] , wherein the disproportionate experiences Latinas face in traumatic contexts are due to fewer universal resources at intrapersonal, interpersonal, and societal levels as well as exposure to unique risk factors, including racial/ethnic discrimination, stressors associated with social disadvantage, and cultural-specific stressors. Some factors specifically highlighted in the traumatic context of abnormal mammograms for Latinas [33, 34] include limited English proficiency, greater socioeconomic disadvantage, lower health literacy, or inadequate patient-provider communication [36] [37] [38] [39] [40] as well as higher levels of cancer fatalism 1 relative to NLWs [36, 42] .
There are multiple manners in which ethnic disparities in results-related distress and perceived risk can manifest. First, there may be interactive effects of ethnicity and time on psychological consequences. NLW women may experience reduced results-related distress across time after receipt of a definitive non-cancer diagnosis following their abnormal mammogram. Latina counterparts may conversely not experience a reduction in results-related distress across time, due to greater cancer fatalism and lower comprehension of diagnostic results. Such findings would align with longitudinal research that has found the following: (1) the psychological impact of false positive results attenuates with time among NLWs [13, 43] and (2) Latina breast cancer patients and survivors experience greater increase in distress over time relative to NLW counterparts [44] . Alternatively, ethnic disparities in psychological consequences may not be related to time. Latinas may experience worse adverse psychological consequences relative to NLWs across different time points, despite comparable time-dependent decreases in consequences. This would align with other longitudinal research suggesting timeindependent worse breast cancer-specific mental health among Latina patients and survivors relative to NLWs [45] . Examining these two different types of effects has important implications for intervention development for Latinas who receive false positive results. For example, these data may help to inform when to initiate programs and to target specific factors to improve the accuracy of women's risk perceptions and decrease results-related distress. Our data may also provide a useful estimate about the optimal duration of such program efforts.
Current study
The current study was a preliminary step toward understanding and addressing the influence of a false positive mammogram for adverse psychological outcomes across ethnicity. As described earlier, we found Latinas experience worse resultsrelated distress than NLWs within 30 days of receiving an abnormal result from this sample [29, 30] . In the current study, we expanded our efforts and examined interactive and independent effects of time and ethnicity on results-related distress and perceived breast cancer risk among Latinas and nonLatina White (NLW) women within 30 days (T1) and 3 months (T2) after receipt of a false positive mammogram result.
Materials and Methods

Procedures
Recruitment
The current study was a part of a larger mixed method pilot project addressing longitudinal differences in the abnormal mammogram experience among Latina and NLW women living in Western Washington State [29, 30, 37] . The Institutional Review Board at the Fred Hutchinson Cancer Research Center approved all research activities. The study sites included two mobile mammography services (sites A and B) and a community hospital with a radiology department from which the remainder was recruited (site C). From September 2012 to May 2013, we employed a two-step recruitment process: (1) at the point of the screening mammography appointment/prior to receipt of abnormal mammography results and (2) after receipt of abnormal mammography results. First, clinic staff approached all women receiving screening mammography and described the study. Women who indicated interest during their initial screening mammography appointment and who subsequently received an abnormal screening result from that appointment were contacted by researchers within 7 days of receiving communication about the abnormal result. Second, we mailed all women who had undergone screening mammography and had received an abnormal screening result, an introductory letter and a study brochure within 7 days of receiving mailed communication about the abnormal result. Interested women contacted researchers. All eligible women were thus recruited twice, but this approach minimized staff burden in recruiting women at multiple time points.
Eligibility for participants included the following: selfidentification as Hispanic/Latina/Chicana or as European American/Caucasian/White; age of 40-74 years old; receipt of an abnormal mammogram result within the last month; and no prior personal history of breast cancer. The current work had additional criteria: completion of both interviews and a definitive non-cancer diagnosis by 3 months post-initial abnormal finding. All components of the initial 25-35 min interviews were administered within 30 days of receiving mailed communication about the abnormal result (T1). Three months after receipt of their results, women were re-contacted by researchers for a second 25-35-min interview (T2). At the point of the second interview, all women had a confirmed non-diagnosis of cancer. All materials were administered in the participants' preferred language, English or Spanish.
For those who preferred to participate in person, staff administered questionnaires to participants after they assisted participants with completion of informed consent and HIPAA forms. For those who preferred to participate by telephone, staff administered questionnaires after obtaining verbal consent. Staff subsequently mailed participants informed consent forms, HIPAA forms, and stamped envelopes, which participants completed and returned by mail. For those who preferred to participate by mail, staff sent all materials (informed consent forms, HIPAA forms, questionnaires, return envelopes) by mail. Participants self-administered questionnaires, after completing informed consent and HIPAA forms. They subsequently returned all materials by mail to staff. All forms were identical for all participants, regardless of whether they supplied answers by telephone, in person, or mail.
Measures
Socio-demographic variables During T1, standard sociodemographic questions were used to collect data on ethnicity (BWhat is your race/ethnicity?^), age (BWhat is your current age?^), education (BWhat is the highest level of education that you have completed?^), personal annual income (BApproximately what was your personal annual income last year? (All the income you received before tax deduction)^), insurance status (BWhat type of insurance do you have?^), language preference (e.g., BWhat language(s) do you regularly speak on an everyday basis? What language(s) do you usually speak with your friends?^), and nationality (BWhat is your and your family's country of origin?^).
Breast healthcare utilization Breast healthcare utilization history was ascertained from self-report and electronic medical records. For all women, self-report data were used concerning the number of screening mammograms in the past 5 years (not including the current abnormal screening result) and discussion with a primary care provider about the current abnormal result. For breast healthcare utilization concerning the current abnormal screening result, we used electronic medical record data for 51 women who completed HIPAA forms and self-report data for 4 women who did not complete HIPAA forms. Variables included the number of days from receiving the initial screening mammogram result to a definitive non-cancer diagnosis as well as the type of diagnostic procedures women received (no appointment; mammogram; ultrasound; biopsy).
Study process variables Study process variables were ascertained from study records that could potentially differ by ethnicity and be associated with changes in results-related distress and perceived breast cancer risk. First, we noted the site where women received the initial screening mammogram (sites A-C). Second, we noted when women agreed to participate initially (prior versus after receipt of abnormal mammography results). Third, we noted if women had received a definitive noncancer diagnosis before participating in T1, based on self-report (yes/no). Finally, we noted the mode of the interview, based on participants' preferences (phone, mail, in person).
Results-related distress During T1 and T2, we administered the 5-item adverse emotional consequences subscale from the Psychological Consequences Questionnaire (e.g., BAs a result of thoughts about your abnormal mammogram result, have you been unhappy or distressed? Been scared and panicky?^) [29, 46] . Response categories were a 4-point Likert scale (0 = Not at all to 3 = Quite a bit). Reliability for this measure as measured by Cronbach's alpha for T1 interviews was 0.88 (English = 0.88; Spanish = 0.83) and 0.89 for T2 interviews (English = 0.87, Spanish = 0.92). Table 3 contains more detailed information about psychometric analyses for this sample. Similar to previous research [29, 46] , a 1-factor solution appeared to best fit the data across both T1 and T2 for participants completing questionnaires in English and Spanish. A change variable was also created as the difference in resultsrelated distress across time points (calculated as T2 minus T1). Positive values thus indicate an increase in results-related distress from T1 to T2; a zero value indicates equivalent amounts of results-related distress from T1 to T2; and negative values indicate a decrease in results-relate distress from T1 to T2.
Perceived risk During T1 and T2, two items were used to measure perceived lifetime risk for breast cancer (BWhat percentage of risk do you believe you have of developing breast cancer someday?^BWhat is your risk compared to a woman your age?^). Response categories included, respectively, 0-100 % and a 5-point Likert scale (0 = Much lower to 5 = Much higher). A review of frequency distributions suggested responses to both scores should be recalculated into 3-point scales. Reliability for this measure as measured by Cronbach's alpha for T1 interviews was 0.78 (English = 0.88; Spanish = 0.73) and 0.64 for T2 interviews (English = 0.73, Spanish = 0.60). Table 3 contains more detailed information about psychometric analyses for this sample. A 1-factor solution appeared to best fit the data across both T1 and T2 for participants completing questionnaires in English and Spanish. Means were calculated and Z-transformed (range = 1-3). Positive values thus indicate a greater gain in perceived risk from T1 to T2; a zero value indicates equivalent amounts of perceived risk from T1 to T2; and negative values indicate a decrease in perceived risk from T1 to T2. A change variable was also created as the difference in perceived risk across time points (calculated as T2 minus T1). Positive values thus indicate an increase in perceived risk from T1 to T2; a zero value indicates equivalent amounts of perceived risk from T1 to T2; and negative values indicate a decrease in perceived risk from T1 to T2.
Analysis plan
We identified covariates from extant literature as well as analyses of associations within our sample. Previous literature suggests that age, socioeconomic status, and days to a definitive non-cancer diagnosis may impact adverse breast cancerspecific psychological outcomes. Regarding our own sample, we first assessed associations between potential covariate variables within theoretical domains (sociodemographic, breast healthcare utilization, and study process variables). This assessment relied on bivariate analyses (e.g., Pearson's correlations, Spearman's rho, analyses of variance, chi-square tests; Table 4 ). Second, we conducted bivariate analyses examining if sociodemographic, breast healthcare utilization, and study process variables differed across ethnicity, using analyses of variance and chi-square tests. Finally, we examined if sociodemographic, breast healthcare utilization, and study process variables were associated with outcomes (i.e., changes in results-related distress and perceived risk) using Pearson's correlations, analyses of variance, and chi-square tests.
Subsequently, one repeated measures multivariate analysis of covariance was conducted to examine main and interactive effects by ethnicity (Latina, NLW) and time (T1, T2) in results-related distress and perceived risk. We first reported ethnicity × time interactive effects. If there were significant interactions, changes in breast cancer-specific psychological consequences across time were compared through separate repeated measures analyses of variances for each ethnic group. If interaction effects were not significant, main effects of time and ethnicity were reported. Table 1 depicts sociodemographic, breast healthcare utilization, and study process variables by ethnicity. We first sought to assess relationships between potential covariates (Table 4) . With regard to sociodemographic factors, income was associated with education (p = 0.003), insurance status (p = 0.02), language preference (p = 0.001), and nationality (p < 0.0001). Insurance status was associated with language preference (p < 0.0001) and nationality (p = 0.001). Further, preferred language and nationality exhibited a strong association (p < 0.0001). Breast healthcare utilization and study process variables were not associated with one another, except that there was a non-significant association between communicating with one's primary care provider about the result and days to a definitive non-cancer diagnosis (p = 0.06).
Results
Next, we conducted analyses to identify ethnic differences in socioeconomic position, acculturation, breast healthcare utilization variables, and study process variables. Latina and NLW participants significantly differed in insurance status (p = 0.02), income (p = 0.005), preferred language (p < 0.0001), country of birth (p < 0.0001), and site where they received the initial screening mammogram (p = 0.003). We next examined how these variables related to changes in results-related distress and perceived risk across time. 05. Given these findings and extant research, we included the following variables as covariates: age, income, education, insurance status, and days to a definitive non-cancer diagnosis. We did not include preferred language, country of birth, and site wherein women receiving initial screening mammograms, given the substantial associations with ethnicity (e.g., English as preferred for 100 % of NLWs versus 61 % of Latinas). Table 2 provides means, standard errors, and outcomes from a repeated measure analysis of covariance. Regarding resultsrelated distress, there was no significant interaction of ethnicity and time, but there were significant main effects. First, there was a marginal effect of time (p = 0.09), wherein both Latina and NLW women appeared to experience slightly reduced resultsrelated distress between 30 days (T1) and 3 months of receiving the abnormal mammogram results (T2). There were also significant ethnic differences across time, wherein Latinas reported greater results-related distress relative to NLW counterparts across both time points (p = 0.04).
With regard to perceived risk, there was a significant ethnicity × time interaction (p = 0.05). Given this, we do not report main effects for this outcome nor conduct analyses of covariance at separate time points. Instead, changes in perceived risk across time were examined for ethnic groups separately through repeated measures of analyses of covariance, including covariates described above. NLW women did not experience a change in perceived risk across time (p = 0.71), but Latinas experienced a significant increase in perceived risk (p = 0.003).
Discussion
This study provides important data concerning ethnic differences among women in terms of longitudinal psychological [47, 48] and our recent results concerning short-term distress following an abnormal mammogram result [29, 30] . Altogether, this growing body of evidence suggests there are multiple unmet psychological needs Latinas experience after receipt of an abnormal screening result. Notably, the majority of work to date concerning racial/ ethnic differences in mental health in the context of breast cancer has focused on patients and survivors [25] [26] [27] [28] . The current study suggests that Latinas may suffer to a greater extent during cancer-related experiences across time, even after receiving a definitive non-cancer diagnosis. Previously, we assessed ethnic differences in distress among women whose cancer status was not necessarily known [29, 30] . Our findings add that ethnic differences may persist as long as 3 months after receipt of a non-cancer diagnosis, despite marginally significant time-dependent decreases in distress among both Latinas and NLWs. Given this, interventions may be most beneficial for Latinas if initiated soon after receipt of abnormal mammogram results and if continued for at least a few months after a definitive non-cancer diagnosis. Notably, our sample size was small and thus our analyses may have been underpowered to detect interactive effects may not have been found for results-related distress. Future research is warranted to confirm our findings.
The current study also contributed interesting preliminary results concerning the effects of false positive results for breast cancer risk perception across ethnicity. Among general populations, Latinas perceive themselves to be at lower risk for breast cancer relative to NLW women [37] [38] [39] [40] . Previous research has suggested this underestimation of risk is due to low awareness and misconception of risk factors (e.g., cancer as God's punishment) [49] [50] [51] [52] . Our work suggests that one cancer-related experience may change Latinas' perceptions about their susceptibility to breast cancer relative to NLW counterparts. This change further appears to occur after initially receiving abnormal mammogram experience. Future work with larger sample sizes is warranted to confirm these intriguing findings. In addition, a premise of this study has been that increased perceived risk is an overestimation-and thus potentially a risk factor in conjunction with other adverse breast cancer-specific psychological consequences for overutilization or underutilization of early breast cancer detection practices [12, 19, 22, 24] . Objective risk was not, however, measured to confirm that increased perceived risk was an overestimation. Future research assessing both perceived and objective risk is needed for confirmation.
Limitations
This pilot study had several limitations. A small, conveniencebased sample of women was used. Future, larger, populationbased samples are warranted to confirm the generalizability of our findings. Nonetheless, our study is among the first of studies to assess ethnic disparities among women who have received false positive mammography results. This work thus justifies the need for such future studies to support our findings' generalizability. Women in our sample were relatively young when compared to current guidelines by the US Preventive Services Task Force [2, 3] , although they met those set by American Cancer Society and the National Comprehensive Cancer Network at the time of the study [4, 5] . Crude sensitivity analyses among the 14 NLW and 12 Latina participants who were within 50-64 years old, however, suggested comparable findings (data not shown). Our survey instruments did not include questions concerning medical homes and access to a regular source of care (e.g., clinic, doctor), which may have influenced ethnic differences in long-term psychological outcomes. Nonetheless, we did collect data regarding whether participants communicated with primary care providers about results; we did not find this Table 2 Multivariate repeated measures analyses of covariance findings concerning breast cancer-specific adverse psychological consequences by time and ethnicity, adjusting for age, income, education, insurance status, and days to a definitive non-cancer diagnosis (n = 55) Latinas (n = 28) NLWs (n = 27) Main effect time Main effect ethnicity Interaction ethnicity × time communication to be associated with our outcomes of interest. We did not collect information on lifetime history of abnormal mammogram results experiences, which could have influenced distress levels. Future research is warranted to examine this possibility. Our measures generally exhibited adequate reliability according to conventions about Cronbach's alphas [53, 54] , with the exception for perceived risk at T2. This appeared to be due to item performance at T2 among participants who completed questionnaires in Spanish. While Nunnally [54] suggested values >0.60 were sufficient for our type of study, future work is warranted with other instruments of risk perception to confirm our finding. Our study focused only on breast cancer-specific outcomes, but false positive mammograms can also influence broader mental health outcomes and generalized anxiety in particular [16] . Nonetheless, we would note previous literature has suggested these effects are relatively smaller and do not persist as long relative to breast cancer-specific outcomes [12, 16, 19] . This research has focused on the experiences of Latinas; similar patterns may emerge for other populations of immigrant women and should be explored. Relatedly, our sample was diverse in terms of nationalities represented among Latina participants-nonetheless, due to small sample sizes, we were unable to assess subgroup differences in outcomes. Such information is warranted, given that Latina populations are not heterogeneous with regard to mental health outcomes [31] . Ethnic differences emerged in terms of socioeconomic status, site of care, and acculturation characteristics. Of these factors, we were only able to adjust for socioeconomic status due to the substantial overlap between ethnicity, site of care, and acculturation characteristics. Future, larger studies are necessary to compare the relative contributions of socioeconomic status, site of care, and acculturation characteristics as well as their potential interactive effects with ethnicity for long-term psychological outcomes.
Implications for future research and practice
These preliminary findings suggest Latinas may be a vulnerable population of women for long-term negative psychological consequences after a false positive mammogram. There are three major venues for future research. First, further research with larger samples is needed to confirm these findings. Samples should include sufficient variation in socioeconomic status, sites of care, and acculturation factors. Second, research is warranted to examine if differences in adverse psychological consequences result in disparities in subsequent early detection practices. Indeed, adverse psychological consequences may lead to under-or overutilization of screening mammography. On the one hand, potentially increased perceived risk and greater results-related distress after an abnormal result may lead to perceptions of breast cancer screening as a priority and thus greater adherence to recommended screening [55, 56] . Conversely, women's potentially increased perceived risk may be overestimated after an abnormal result and result in greater, unwarranted cancer worry [57] . Worry from receipt of a false positive result may result in worse subsequent adherence to guidelines promoting early breast cancer detection and, consequently, worse breast cancer morbidity (e.g., late stage diagnosis, fewer treatment options, poorer quality of life). It is worthwhile to note, as well, that these relationships (i.e., receipt of false positive result and subsequent screening) have been shown to differ by subpopulation within Europe and North America; findings may thus differ among Latinas and further by different Latina subpopulations [12, 16, [21] [22] [23] [24] . Third, research is warranted to understand which factors contribute to differences in adverse psychological consequences, including poorer comprehension of care, cancer fatalism, and avoidant coping strategies [29, 36-40, 42, 43] . If confirmed, our and future research may elucidate the need to address psychological factors among Latinas in clinical settings when discussing a definitive non-cancer diagnosis after an abnormal screening result and subsequent steps for future early breast cancer detection. Healthcare professionals appear to be pivotal for women undergoing the abnormal mammogram experience [28] . Indeed, a recent study demonstrated that support from healthcare professionals reduces anxiety among women undergoing the abnormal mammogram experience more so than other members of their social network [58] . Nonetheless, it should be noted that randomized controlled trials which have assessed the impact of psychosocial support by healthcare professionals have not demonstrated effectiveness in reducing adverse psychological consequences after a false positive result [59] . Such work highlights the need for future detailed study to understand the type of psychosocial support that may be needed and could be provided by healthcare professionals to mitigate consequences.
Healthcare professionals may, nonetheless, be particularly effective in meeting the psychological needs of Latina patients, given sociocultural emphases on the expertise of healthcare professionals and other authority figures and the importance of following their advice and suggestions [60] . Healthcare professionals may thus be ideally suited stakeholders for mitigating ethnic disparities in longitudinal adverse psychological outcomes from false positive mammography results. They further can be integral points in prevention care with regard to elucidating the need for repeat mammography as well as informing Latina patients about evidencebased practices for obtaining accurate breast cancer risk estimates (e.g., genetic testing). Nonetheless, there is a growing body of literature concerning inadequate patient-provider communication during the abnormal mammogram experience for Latinas due to language and health literacy barriers [38, [61] [62] [63] . Such inadequate communication may underlie the disparities in distress and risk perception documented in the current study. There may be a need to examine first how to improve communication in order to improve well-being for this marginalized population effectively in clinical practice.
Conclusions
Our work provides preliminary evidence concerning the vulnerability of Latinas, relative to NLW counterparts, who receive an abnormal mammogram result with regard to longterm results-related distress and perceived risk. These disparities are important to address, given this population experiences worse breast cancer morbidity, including a greater likelihood of late stage diagnoses and worse quality of life [32, 64] . Indeed, worse breast cancer morbidity may occur, in part, due to greater breast cancer-specific psychological consequences during previous mammography experiences and subsequent effects on Latinas' early detection behaviors. To assess if this is the case, we have highlighted several opportunities for researchers and practitioners to characterize ethnic differences in the false positive result experience. Table 3 Psychometric analyses for results-related distress and perceived risk. Scree plots, exploratory factor analysis, and parallel analysis suggested a 1 factor structure best fit the data for our sample, similar to other extant research using this 5-item subscale. Eigenvalues, factor loadings and Cronbach's alphas are reported below 
